bias. There are a number of ways that a left-handed surgeon can overcome this right-handed bias. We describe five techniques. CONCLUSION: Left-handed individuals comprise a minority of gynecologic surgeons and trainees. Though many such individuals develop varying degrees of ambidexterity with experience, preferential use of their dominant hand is inevitable. Despite the hands-on nature of the gynecologist's practice both in and out of the OR, tailored instruction for those with left-hand dominance is uncommon. Consequences, if any, of this missing training are unknown as left-handed gynecologists seem to adapt to environments biased to right-handed surgeons. Comparative studies are necessary to determine differences in performance, skill, and outcomes that may exist between left-handed gynecologists and their right-handed counterparts.
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1 Division of Urogynecology, University of New Mexico, Albuquerque, NM, 2 Department of General Surgery, University of New Mexico, Albuquerque, NM OBJECTIVE: To demonstrate surgical management of eviscerated sigmoid colon epiploica through a vaginal cuff dehiscence in the setting of stage 4 pelvic organ prolapse. DESCRIPTION: This video describes a unique case of a 62-year-old P2 female with new onset vaginal pressure and bulge four years after a vaginal hysterectomy. She denied pain but reported a vaginal mass that she had been unable to manually reduce for the past 5 days. She was transferred from another institution with a computed tomography (CT) scan demonstrating a 6 to 7-cm mass protruding through the vaginal epithelium which was concerning for mesenteric evisceration. The patient was managed through a combined laparoscopic and vaginal approach. Eviscerated epiploica from the sigmoid colon was identified and reduced vaginally. Three segments of non-viable epiploica were then excised laparoscopically and proctoscopy was performed to evaluate possible injury or involvement of the distal sigmoid colon. A Mayo McCall uterosacral culdoplasty was performed to decrease pressure on the repaired vaginal defect by resuspending the vaginal apex and reinforcing the closure, in an attempt to prevent short-term evisceration recurrence. The patient's total vaginal length at the completion of the case was 7-8 cm. CONCLUSION: A combined laparoscopic and vaginal repair of a vaginal cuff dehiscence was performed. It is important to perform concomitant intra-abdominal evaluation at the time of evisceration repair to rule out bowel necrosis, with the potential assistance of a general or colorectal surgeon. Performing a concomitant Mayo McCall culdoplasty may theoretically prevent recurrent evisceration in the setting of vaginal prolapse.
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Tessa E. Krantz: Nothing to disclose; Jennifer Thompson: Nothing to disclose; Sarah Popek: Nothing to disclose; Rebecca Rogers: UpToDate, author of chapter on prolapse, royalties; Yuko Komesu: Nothing to disclose; Gena Dunivan: Pelvalon Inc., site PI, research support; Sara Cichowski: Nothing to disclose; Peter C. Jeppson: Nothing to disclose. OBJECTIVE: The purpose of this video is to use common scenarios in pelvic surgery to demonstrate ureteral stenting techniques for pelvic surgeons. DESCRIPTION: Pelvic surgery has an intricate relationship with the urinary tract. Pelvic surgeons need to have a basic knowledge of urologic principles, such as ureteral stenting, in the prevention and diagnosis of urinary tract injuries. Ureteral stenting may need to be implemented during complicated pelvic surgery preoperatively (anticipation of distorted anatomy), intraoperatively (diagnosis of ureteral injury), and/or postoperatively (after extensive ureterolysis). This video uses three scenarios to demonstrate these techniques. CONCLUSION: This presentation describes reproducible techniques for ureteral stenting and common scenarios when they may be used in pelvic surgery.
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Simple and effective: transvaginal vesicovaginal fistula repair with Latzko technique
O. Cardenas-Trowers, J. Heusinkveld, K. Hatch
Obstetrics and Gynecology, University of Arizona, Tucson, AZ OBJECTIVE: The objective of this video is to demonstrate an easy to follow, step-by-step approach to repairing a small, uncomplicated vesico-vaginal fistula transvaginally using the Latzko technique. DESCRIPTION: In well developed countries, most vesico-vaginal fistulas occur after benign gynecologic surgery. The incidence of vesico-vaginal fistulas after hysterectomies in developed countries ranges from 0.22 to 0.66%. In this video, we present a case of a 46 year old woman who developed a simple, uncomplicated vesicovaginal fistula after a total abdominal hysterectomy. To correct her fistula, we used the Latzko technique, which is a transvaginal approach to vesico-vaginal fistula repair that involves mobilizing the vaginal mucosa around the fistula and then closing the pubovesical fascia and vaginal mucosa in layers. The patient had successful surgical correction of her vesico-vaginal fistula without recurrence of the fistula. CONCLUSION: For small, uncomplicated vesico-vaginal fistulas, a transvaginal approach has equivalent success rate as other approaches with less invasiveness and faster recovery times. Therefore, it is reasonable to use the Latzko technique to restore the quality of life of women affected by small, uncomplicated vesico-vaginal fistulas.
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